Background: Epidemics of hand, foot and mouth disease (HFMD) among children in East Asia have been a serious annual public health problem. Previous studies in China and island-type territories in East Asia showed that the onset of HFMD epidemics evolved with increased latitude. Based on the natural characteristics of the epidemics, we developed regression models for issuing aberration alerts and predictions. Methods: HFMD sentinel surveillance data from 2008 to 2014 in Japan are used in this study, covering 365 weeks and 47 prefectures between 24 and 46°of north latitude. Average HFMD cases per sentinel are standardized as Z rates. We fit weekly Z rate differences between prefectures located in the south and north of a designated prefecture with linear regression models to detect the surging trend of the epidemic for the prefecture. We propose a rule for issuing an aberration alert determined by the strength of the upward trend of south-north Z rate differences in the previous few weeks. In addition to the warning, we predict a Z rate for the next week with a 95 % confidence interval. Results: We selected Tokyo and Kyoto for evaluating the proposed approach to aberration detection. Overall, the peaks of epidemics in Tokyo mostly occurred in weeks 28-31, later than in Kyoto, where the disease peaked in weeks 26-31. Positive south-north Z rate differences in both prefectures were clearly observed ahead of the HFMD epidemic cycles. Aberrations in the major epidemics of 2011 and 2013 were successfully detected weeks earlier. The prediction also provided accurate estimates of the epidemic's trends.
Background
Epidemiological surveillance is a routine process of collection, analysis and dissemination of health data for public health purposes. One function of infectious disease surveillance is to detect aberrations at an early stage. Early warning of aberrations could improve the efficiency of control campaigns and facilitate preventative actions to halt the spread of infectious diseases, thus reducing their impact on the health system [1] . Furthermore, morbidity and mortality would be reduced through an earlier and more efficient public health response.
Hand, foot and mouth disease (HFMD), which often strikes children under five years old, is caused by multiple enterovirus serotypes, and usually leads to mild or moderate symptoms, with recovery in about three to six days without medication [2] . Treatment of HFMD is limited, as there is currently no effective antiviral drug or vaccine [3] . So far, preventive measures, such as avoiding direct contact with infectious patients, disinfection of contaminated environments, and good personal hygiene habits, represent the best options for controlling and preventing HFMD infection [4] .
Historically, the occurrences of HFMD epidemics were sporadic and local, but this pattern changed in the late 1990's. Since then, medium-to large-scale epidemics have been continuously observed in the Asia-Pacific region, including Singapore [5] , Malaysia [6] , Hong Kong [7] , Taiwan [8] , Japan [9] , and China [10, 11] . Severe or lethal complications, such as encephalitis, meningitis, pulmonary edema and myocarditis, in the course of enterovirus infections drew attention to these diseases. In Taiwan, the sentinel physicians reported 129,106 cases of HFMD in 1998 [12] . There were 405 patients with severe disease, most of whom were five years old or younger; severe disease was seen in all regions of the island. Complications included encephalitis, aseptic meningitis, pulmonary edema or hemorrhage, acute flaccid paralysis, and myocarditis. Seventy-eight patients died, 71 of whom (91 %) were five years of age or younger. Of the patients who died, 65 (83 %) had pulmonary edema or pulmonary hemorrhage. From 2000 to 2002, many cases with complications were reported in Japan. Cases with complications included 226 (0.10 %) of the total 216,154 reported HFMD cases which occurred in 2000, 32 (0.02 %) of a total of 134,927 reported HFMD cases in 2001, and 14 (0.01 %) of the total 97,870 reported HFMD cases in 2002 [13] . Although severe or lethal complications are rare, some of these HFMD epidemics had unusually high numbers of fatalities, and this generated much fear and anxiety in this region [14] . Therefore, controlling the HFMD epidemics has become an emerging public health problem in these countries.
Detecting infectious diseases' aberrations at an early stage is crucial for swift implementation of control measures. HFMD epidemics exhibit a significant seasonal pattern, with a rapid onset in the spring or summer, a gradual decline after the peak, and a mild second wave in the fall. This pattern has been observed not only in Asia, but also in European countries, such as Sweden, France and Hungary [15] . A bimodal seasonal pattern was reported in the United Kingdom, with peaks in summer, late autumn, and early winter [16] . In Finland, most HFMD cases were observed in autumn [17] . In an attempt to provide early warning for HFMD epidemics, a considerable amount of research has focused on developing statistical methods, including temporal, spatial, and spatiotemporal methods not only to contribute novel information but also to support aberration detection and management to identify aberrations in HFMD data accurately and quickly [18] [19] [20] [21] .
Meteorological factors have been recognized as spatial risk factors associated with HFMD occurrence. Weekly mean temperature and cumulated rainfall are significantly associated with HFMD incidence with a time lag of 1-2 weeks in Singapore [4] . A higher risk of transmission is associated with temperatures in the range of 70°F to 80°F, higher relative humidity, lower wind speed, more precipitation, and greater population density in China [22] . In Hong Kong, relative humidity, mean temperature, and difference in diurnal temperature were positively associated with HFMD consultation rates at a 2-week lag time [7] . In Japan, a study found that ambient temperature and relative humidity were associated with increased HFMD occurrence at a lag of 0-3 weeks [9] . In Taiwan, higher dew point, lower visibility, and lower wind speed were significantly associated with the rise of epidemics [23] . All these studies show that the dispersion of HFMD is sensitive to temperature variation.
In our previous study [23] , we integrated the available surveillance and weather data in East Asia to elucidate possible spatiotemporal correlations between HFMD epidemics and the weather. The results revealed that latitude was the most important explanatory factor associated with the timing and amplitude of HFMD epidemics. In some population-based studies of HFMD in China, increasing amplitude of HFMD outbreaks was shown to accompany the increase of latitude in southern China [10, 24, 25] . Meteorological factors including higher dew point, lower visibility, and lower wind speed were significantly associated with the rise of epidemics. In addition, the temperature-related measurements also showed higher range in Japan than in other areas, which indicated the variations which occurred within Japan. Together with the decreasing trend of mean temperature from south to north, we inferred that latitude played an important role in change in temperature and would be associated with HFMD epidemics.
In this study, we propose a novel statistical approach based on linear regression models to detect the future trend of HFMD epidemics rather than detecting outbreaks of HFMD. The goals of this study were to characterize the influences of latitude variation on HFMD epidemics, to identify large epidemics of HFMD sufficiently early, allowing time for intervention, and to detect and predict HFMD epidemic trends with greater precision. The proposed approach would be used to facilitate efficient HFMD control.
Methods

Study area and surveillance data
Japan is an archipelago nation in East Asia comprising four major islands and many small islands extending along the Pacific coast of Asia. It lies between 24°to 46°n orth latitude and 123°to 146°east longitude ( Fig. 1a ).
There are 47 prefectures (local government administrative divisions). Japan lies mainly in the temperate zone, and is characterized by four distinct seasons. The prefecture-level HFMD surveillance data from Japan, combined with latitudes of all Japanese prefectures, were used in this study. In Japan, infectious disease surveillance is designated as one of the important components for disease control, and its sentinel surveillance program was revised in 1999 to combine with the national notifiable diseases program, and incorporated into the national epidemiological surveillance infectious diseases (NEISD). The NESID in Japan, which was started in July 1981, is organized by the Ministry of Health, Labour and Welfare (MHLW), and encompasses the sentinel surveillance system for HFMD. NESID guidelines specify the method for selecting sentinel medical institutions [26, 27] . According to the guidelines, prefectural governments select sentinels as randomly as possible, and the numbers of sentinels per district public health center coverage area are determined in proportion to the population of the area in order to adequately assess any HFMD epidemic. HFMD, one of the sentinel reporting diseases in Japan, should be reported weekly by designated sentinels rather than reported immediately by all physicians; data are displayed by weekly reported number per sentinel. The designated sentinels send weekly HFMD data to the district health center on Tuesday of the next week. The health centers tabulate the district data and send it to the local health department on Wednesday. The weekly data are forwarded to MHLW by the local health departments the next day [26, 27] . Tokyo is the capital of Japan, and is situated in the center of the Japanese archipelago. Kyoto, an ancient center of Japanese culture, is to the southwest of Tokyo. The original basemaps were downloaded from public available website, GADM database of Global Administrative Areas (http://www.gadm.org/) and further analyzed by the authors in this study. b The prefectures were ordered by latitude from southernmost (bottom) to northernmost (top). Note: The HFMD data of Fukushima in March of 2011 were not available due to the Great East Japan Earthquake, causing a white block on the heat map. The white blocks in Yamanashi, Tottori, Shimane, Kagawa and Tokushima are due to missing values In this study, latitudes of all Japanese prefectures, which were determined by the geographical center of each prefecture, and prefecture-level data from HFMD cases in Japan were collected online during the period from the 1 st week of 2008 to the 52 nd week of 2014 (a total of 365 weeks), from the National Institute of Infectious Diseases (NIID). These data are available at http://idsc.nih. go.jp. The HFMD dataset comprises weekly reported cases and cases per sentinel to provide an understanding of the epidemic situation and disease trends in different prefectures. To reflect the relative amplitude and severity of HFMD epidemics for each prefecture, we standardized the reported cases per sentinel separately in each prefecture during the study period, which are called Z rates in this study. The formula for the Z rate calculation is as follows:
where Z kt is the value of Z rate in prefecture k at week t, S kt is the cases per sentinel in prefecture k at week t, and μ k and σ k are the mean and standard deviation of cases per sentinel in prefecture k during the study period. Thus, a positive Z rate indicates a datum above the mean of cases per sentinel, while a negative Z rate indicates a datum below the mean of cases per sentinel. The data we used were statistics publicly available online, and thus informed consent was not needed.
Statistical method
With the assumption that HMFD epidemics spread from the south to the north, we propose three rules for estimating the trend of HFMD epidemics and predicting the cases per sentinel for the next week. First, we examine whether differences between the means of Z rates in areas south of a designated area and those north of it are increasing. If an increasing trend is identified, we activate the surveillance system and move to the second step to determine whether an aberration of HFMD cases is likely to occur in this area over the coming month. Finally, we predict the HFMD epidemic in the area one week ahead. For convenience, all areas under study were sorted from southernmost to northernmost; for example, the latitude of the k th area was the k th lowest among all areas. To detect an unusual signal of HFMD activities in the k th area, we calculate the difference between the means of Z rates in areas south of the k th area and in areas north of the k th area for the t th week. The southnorth Z rate difference is defined as
where m and n represent the number of areas under study located to the south and to the north of the k th area, respectively, with constraints of m < k and n ≤ J − k; J is the total number of areas under study; let Z jt be the Z rate of the t th week in the j th area for t = 1, …, T, j = 1, …, J.
To detect HFMD epidemics future trend, we limit our focus on positive values of these differences. With the assumption that HMFD epidemics spread from the south to the north, positive D kt , …, D k,t − s values in consecutive weeks indicate that the Z rates may have increased in the areas south of the k th area in the past s weeks before the t th week. When D kt values have been increasing during the previous few weeks, we expect that the HMFD epidemics may spread from the south to the k th area. If the area may be affected soon by the assumption that HMFD epidemics spread from the south to the north, the surveillance system should be activated. For determining whether an increasing Z rate in the coming weeks will occur for the k th area, we propose a rule as follows:
Rule 1: Sending an activation signal
If autocorrelation in the residuals has been shown to be present at week t, then an autoregressive model of order 1 is considered for the error term. That is, we assume ε t − i = φε t − i − 1 + w t − i and w t−i e i:i:d: N 0; σ 2 ð Þ. The generalized least squares (GLS) regression analysis was used to estimate regression coefficients and their confidence limits.
The slope, θ t , represents the trend of the Z rate differences during the past s weeks. The 95 % lower bound of each θ t was also calculated for judging whether the trend was significantly increasing during the few weeks before week t. Letθ t t andθ L t be, respectively, the estimate and the 95 % lower bound of the slope θ t from the fitted model. We found that there was a considerable lag between the south-north Z rate differences and Z rates of a designated area. For most prefectures in Japan, the correlation coefficients between the south-north Z rate differences and Z rates reached statistically significant maximum values with a three-week or four-week lag. In a statistical sense, short and sporadic signals did not form a large-scale epidemic. Therefore, we consider the likelihood of HFMD aberration in areas south of the designated area to be increasing if the trend estimates were significant in three consecutive weeks. The designated area will very likely be hit in the coming weeks based on the assumption of HFMD epidemics spreading from the south. Therefore, we propose the first rule: send a signal to activate the surveillance system at the t th week when we observeθ L t > 0,θ L t−1 > 0 andθ L t−2 > 0.
Rule 2: Issuing an aberration alert
When an activation signal appears in the k th area, we then determine whether an aberration of HFMD cases is likely to occur in this area over the coming month (4 weeks). We assume that the Z rates of a designated area would be increasing in the coming month when an epidemic has started in the area. Suppose the aberration started at the j th week; then we can use the slope estimateπ j j from the fitted linear regression model as a measure of intensity of the epidemic in the k th area,
The larger the estimateπ j j is, the more sharply the Z rate will increase from the j th week. However, at the t th week, we have to wait three more weeks to obtain an estimate of π t from the above linear regression model. We propose to use the relationship between two available trend estimates,θ j j andπ j j , for j < t to construct a model for estimating π t at the t th week. Let S ⊂ {1, 2, …, t} be a set of indexes in which element s corresponds to the week whenθ L s−u > 0 for u ¼ 0; 1; 2 . We have also ob-
Then we use the model estimatesβ 0 andβ 1 to obtain the estimate of Z rate trend at the t th week, i.e.,π t ¼β 0 þβ 1θ t .
Our second rule is then proposed: issuing an HFMD epidemic alert in the k th area at the t th week when botĥ θ t t > 0 andπ t t > 0. In order to forecast the possibility and intensity of future epidemics, an epidemic monitoring indicator was set up. The slope estimate,π t t , which contains information about epidemic activity in the coming 4 weeks, is a suitable indicator for monitoring the trend of the HFMD epidemic. We categorized the epidemic trend of HFMD in the coming month as mild, moderate or strong based on the magnitude of this slope estimate. The slope can be interpreted as the percentage increase of Z rate per week. In this study, we choose 10 % and 30 % as cut-points to categorize the degree of severity of the designated area. The epidemic trend of HFMD in the coming month was categorized as mild if the value of percentage increase of Z rate in the coming month was below 10 %, moderate if it was between 10 % to 30 %, and strong if larger than 30 %.
Combined with Rule 1, we adopted a four-color gauge for visualizing the HFMD epidemic monitoring process, indicating the degree of severity of the epidemic, in which yellow represents an activation signal, while orange, red and purple stand for alerts of mild, moderate and strong epidemic trends in the coming month, respectively.
Rule 3: Predicting future epidemics
Since we have observed the influence of latitude variation on the temporal feature of HFMD epidemics, in which the annual timing of HFMD epidemics was earlier in southern than in northern areas, this relationship can also be used for improving prediction accuracy. A linear regression model was conducted to predict the HFMD epidemic one week ahead. However, the relevant data for constructing the predictive model are critical. Pearson's correlation coefficient was used to identify areas in the south which are significantly associated with the designated area using the HFMD data of the past year. The HFMD data of the current year for those identified southern areas were then used for estimating regression parameters. Specifically, the regression model for prediction is
where h includes the identified southern areas and the designated area. With the estimates of model parameters, the Z rate of the k th area at week t + 1 could be predicted bŷ Z k; tþ1 ¼γ 0;t þγ 1;t Z k; t :
In the next section, we use HFMD data of the two selected prefectures in Japan, Tokyo and Kyoto, to illustrate the proposed approach. Tokyo, the capital of Japan, is the largest city in terms of population and is located roughly in the middle of the Japanese archipelago. Kyoto prefecture, the cultural center of Japan, is located southwest of Tokyo.
Results
Japan has experienced nationwide epidemics of HFMD since the first HFMD case was diagnosed in Tokyo in 1963 [28] . The peak of the HFMD epidemic is usually seen in summer (June to August). However, epidemics may also occur in autumn and winter. A summary of annual data from 2008 to 2014 is shown in Table 1 . The number of sentinels in Japan during 2008-2014 was about 3,100 for HFMD surveillance. There have been two large-scale HFMD epidemics since 2008, the first in 2011 (total 347,407 cases; 110.89 per sentinel) and the second in 2013 (total 303,339; 96.54 per sentinel). The year 2011 experienced the largest HFMD epidemic since the establishment of NESID. Table 2 provides the prefecture-level HFMD data summary during 2008-2014. In 2011 and 2013, the two large-scale HFMD epidemic years, the weekly averages of cases per sentinel were 1-4 cases. The maximum values of cases per sentinel were between 4 to 42 in 2011 and 2013. The maximum value of cases per sentinel was 42.26 cases per sentinel in Saga prefecture in 2011. The weekly averages of cases per sentinel were less than one case for most prefectures in other years. The number of sentinels is determined in proportion to the population of a prefecture.
To further explore the relationships of geographical locations of prefectures in Japan to features of HFMD epidemics, a heat map created using the gplot package in R software is provided in Fig. 1b . The heat map summarizes information on week of year in columns, and integrates prefecture-level HFMD Z rate data sets during the study period in rows. Larger values are represented by lighter color blocks and smaller values by darker color blocks. From bottom to top, prefectures in Japan were sorted by latitude from low to high. Lighter color blocks in each row indicated the timing of the HFMD peak period of each prefecture in Japan. The two brightest timing bands in Fig. 1b display two large-scale HFMD epidemics for 2011 and 2013, respectively. From bottom to top, the two brightest timing bands show that the HFMD peak time of each prefecture in Japan moved from left to right gradually. This phenomenon reveals the prefecture-level HFMD peak time in Japan moving in a south-north direction over time. Figure 2a indicates that there have been three large HFMD epidemics in Tokyo during 2008-2014, the first in 2010, the second in 2011, and the last in 2013. Most HFMD epidemics in Tokyo have displayed a common trend of steady increase beginning in April or May, rapid increase during May or June, a peak from July to August, a quick decline in September, and finally, steady decrease until the next February. Figure 2b The south-north Z rate differences of Tokyo and Kyoto are shown in Figs. 3a and b, together with their weekly Z rates. It is clear that the two weekly series had similar patterns and that the cycles of the south-north Z rate differences are ahead of the HFMD epidemic cycles in both figures. The peak of the south-north Z rate differences is much earlier than the peak of Z rates. Figures 4a and b illustrate HFMD epidemic monitoring indicators in Tokyo and Kyoto in 2011 and 2013, respectively. The monitoring indicators gauge the epidemic trend of HFMD in the following weeks. In Fig. 4a , the monitoring indicators in Tokyo showed colors of activation or mild signals before week 20. Purple signals, indicating the momentum of the epidemic was strong, started to flash from week 23 to week 28, and the peak was reached at week 31 in 2011. Figure 4b reveals that the monitoring indicators in Tokyo began to send an activation signal at week 11, then alerts turned from mild to moderate; finally the monitoring indicators also registered a 6 th consecutive strong trend at week 27, and the peak was reached at week 30 in 2013. In Kyoto, the first alert, an activation signal, was issued at week 2, and the monitoring indicators flashed 6 consecutive purple signals starting from the 21 st week; the peak was reached at week 28 in 2011. The epidemic in Kyoto in 2013 was smaller but more irregular than the epidemic in 2011. Figure 4d shows that it seems to have two peaks in Kyoto in 2013. The monitoring indicators in Kyoto began to send an activation signal at week 11, and registered a third consecutive purple signal at the 25 th week in 2013. There were no alerts issued for the second peak in Kyoto in 2013. In Fig. 4 , we can also observe that there are no alerts issued during the second half of 2011 and 2013 (the non-epidemic periods) except a total of 3 activation alerts in Tokyo in 2013.
Major epidemics during 2011 and 2013 in Tokyo and Kyoto were predicted and are shown for these two years separately in Tables 3 and 4 . The predicted values of Z rates are converted to weekly cases per sentinel and listed in these two tables. Although most 95 % predicted intervals cover true values, the predictive model slightly underestimates weekly cases per sentinel during the peak weeks. The average absolute errors of predicted values for 2011 and 2013 in the two cities were 0.14, 0.49, 0.23 and 0.17 cases per sentinel, respectively. Figures 4a and b also clearly demonstrate the relationship between the true values and the predicted values. Overall, the predicted model provides effective prediction of HFMD epidemic trends. 
Discussion
Our study of the influence of latitude on the spatiotemporal characteristics of HFMD epidemics has yielded several notable findings. The two brightest timing bands in Fig. 1b reveal the influence of latitude variation on the spatiotemporal features of the HFMD epidemic, with the peak time moving in a south-north direction over time. The influence of latitude variation on the spatial spreading of HFMD is clear and provides an important basis for detecting HFMD epidemic trends in this study. In other words, the annual epidemic of HFMD started in the south and then gradually spread to the north. We adopt the correlation coefficient as the evaluation indicator to identify the relationship between the south-north Z rate differences and Z rates of a designated area in Rule 1. For most prefectures in Japan, the correlation coefficients between the south-north Z rate differences and Z rates reached statistically significant maximum values with a three-week or four-week lag. These lag values indicate that the south-north Z rate differences are ahead of the HFMD epidemic cycles and provide an important basis for Rule 1. A four-color gauge for the HFMD epidemic monitoring process, indicating the degree of severity of the epidemic, is provided in Rule 2.
The monitoring results show that the proposed statistical approach, which takes into consideration the impact of latitude variation on HFMD epidemics, performed well in early aberration detection and predicting the epidemic trend. On the basis of the temporal feature of HFMD epidemics, this study also developed models for prediction of the activity of HFMD epidemics one week ahead, with an alert issued by the proposed aberration detection rules. For HFMD epidemics exhibiting annual variation, the predictive model is used to calculate a predicted value for the next week based on current year data. Weekly prefecture-level data from 2008 to 2014 were adequate for exploring spatiotemporal trends of HFMD epidemics in Japan. When many spatial regions are under surveillance, aberration detection methods that contain spatial information may be more powerful, but they require an understanding of the nature of the spatial pattern, including how it changes over time. Zhuang et al. [25] extracted the spatial distribution of HFMD infections in China and found that regions with a higher monthly incidence rate of HFMD periodically shifted, following the pattern of south-north-south from March to December. In this study, only the south-north Z rate differences were used in the regression model to detect the spatial spreading of HFMD. Spatial autocorrelation may be simultaneously taken into account in the future work so as to faithfully determine the influence of latitude variation [29, 30] .
The spatiotemporal characteristic of latitude was identified in this study. For more comprehensively and objectively understanding the influences of surrounding factors on spatiotemporal trends of HFMD epidemics, more factors with potential impact, such as population density, population flow, medical level, etc., should be taken into consideration in the spatiotemporal modeling for further study [30] [31] [32] .
The idea of categorizing the epidemic trend of HFMD into three groups (mild, moderate and strong) was for convenience of distinguishing the different severity levels of the future HFMD epidemic trends. However, it is crucial to choose the cut-off points to determine which kind of aberration alert should be issued. In this study, the value of slope was expressed in terms of percentage increase to reflect the severity levels of the future epidemic trend in Japan. The relative amplitude and severity of HFMD epidemic vary according to different causative viruses and different geographical regions, so cut-off points of the slope estimates for determining these three categories may be chosen to suit local circumstances. In this study, we also tried to detect and predict HFMD epidemics trend by considering only the spatial differences and the timing of the aberrations. Although the Fig. 3 The south-north Z rate differences together with weekly Z rates, Tokyo, 2008-2014 (a), and the south-north Z rate differences together with weekly Z rates, Kyoto, 2008-2014 (b). a Blue lines represent the difference between the means of Z rates in areas south of Tokyo and in areas north of Tokyo for each week in the study period. b Blue lines represent the difference between the means of Z rates in areas south of Kyoto and in areas north of Kyoto for each week in the study period predicted model fits the epidemic trend well, producing accurate predictions remains a challenge. To enable the proper strategies for both prevention and timely control, more variables with potential impact, including environmental factors (e.g. climate variables) and socioeconomic factors should be considered in further studies to increase the predictive power of the model, because HFMD is a complex communicable disease [30, 31] .
One limitation of this study is due to the assumption that HFMD epidemics were influenced by latitude variation and followed a spatial spread pattern from the south to the north. It is possible that our results will not generalize to other infectious diseases without such a spatiotemporal characteristic. The objective of this study, however, was to explore the influence of the variation in latitude on HFMD epidemics. It is possible that using a large amount of surveillance data and taking into account more characteristics of the studied infectious disease could further improve detection performance.
The use of a regression approach may induce another limitation of this paper. Regression analysis is widely used for aberration detection and prediction, but regression modeling generally requires a considerable amount of data to provide stable parameter estimates. In some areas such as a designated area located at or near the southernmost or the northernmost part of a geographic range (e.g. Okinawa and Hokkaido in Japan), it may not be feasible to monitor HFMD epidemics by using the proposed approach. For such areas, time series models, such as SARIMA models, may be utilized for interpreting and applying the HFMD surveillance data for disease control and prevention. Due to a reporting hierarchy of public health systems, there is an inherent reporting lag in sentinel surveillance data. The time lag between disease onset and the date of report publication was up to one week in Japan. We know the timeliness is a key performance measure of public health surveillance systems. However, the timeliness can vary by disease, intended use of the data, and public health system level. The incubation period of HFMD is 3 to 5 days (with a range from 2 days to 2 weeks). In Japan, the time lapse between onset date and the date of report was short enough to initiate preventive measures and provide early health warnings to the public. In Hong Kong, Malaysia, Japan, the Republic of Korea and Singapore, sentinel surveillance systems have been implemented to monitor HFMD epidemics on weekly basis in order to allow the health authorities to issue early warning of seasonal activity, detect abnormal aberrations and assess the impact of public health control measures. Current sentinel reporting timeliness in Japan may be sufficient to support an immediate public health response in the event of an HFMD epidemic.
Finally, HFMD is caused by several enteroviruses. In this study, there was insufficient information on causal agents, for example, on whether enterovirus 71 (EV71) or coxsackievirus A16 (CVA16) was responsible for the epidemics in Japan during the study period. This may have affected the disease duration or epidemic peaks [33] . In addition, the HFMD case identification depended mainly on clinical presentation, without confirming the diagnosis by microbiological or serological tests, hence resulting in potential misdiagnosis. However, HFMD is considered to be an easily recognized disease by pediatricians [16, 34, 35] . 
